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content areas. For example, the simulat-
ed clients re c o rded that, on average,
p roviders covered 56% of the general-
questions area (i.e., the result of averag-
ing the seven percentages pertaining to the
individual items in that area). Similar av-
erages above 50% were calculated for the
a reas of method options (72%) and in-
s t ructions in DMPA use (53%). In contrast,
p roviders covered less than 25%, on av-
erage, of the items in the following three
a reas—mechanisms of action of DMPA
(23%), screening for contraindications to
D M PA (13%) and communications follow-
up (16%).

Table 2 also presents the Pearson cor-
relations between session length (2–45
minutes) and the sum of item scores (ob-
served=1, not observed=0) within each of
the eight content areas, using each of the
114 sessions as the units of analysis. There
w e re four significant correlations (p<.05)
between session length and content: Dis-
cussions of contraceptive options, of how
to use DMPA, of how to use barrier meth-
ods and of follow-up to the communica-
tions process were all consistently re l a t-
ed to the length of the session. That is, the
longer the counseling session, the more
likely that the provider would discuss
with the client the material in each of these
four areas. Again, just one of these are a s
that proved to be sensitive to session
length contained material specific to the
simulated clients’ chosen method.

A c c o rding to the internal consistency
c o e fficients for the summed scores (which
a re based on the interc o r relations between
items within each are a1 4), only two are a s —
offering the client a range of method op-
tions and describing barrier methods—are
characterized by high alpha values. This
suggests that the providers’ behavior in
these two specific content areas was high-
ly consistent. That is, providers who
talked about an individual method such
as the IUD were also likely to talk about
other methods such as
D M PA and vaginal
tablets; in contrast,
p roviders who did not
mention one particular
method were less likely
to address most other
methods. Likewise,
p roviders who gave
clients instructions in
how to use the condom
w e re also likely to give
i n s t ructions in the use of
vaginal tablets. The con-
tent category of general
questions, on the other

utes after inserting the vaginal tablet be-
f o re coitus (54%), in only 18% of cases did
the provider instruct the client to use con-
doms or vaginal tablets until she was
ready for her injectable hormonal contra-
ception. This finding suggests that most
p roviders talked in detail about barrier
methods only early in the counseling
p rocess, before the client made her deci-
sion. Providers apparently did not, how-
e v e r, give specific information about bar-
rier method use after being informed of
the woman’s decision to wait before ac-
cepting the injectable. This finding also
suggests that most of the information
about DMPA was also off e red early in the
counseling process.

The data collected by the simulated
clients implies that providers were ineffi-
cient in the use of their time. For example,
in 82% of visits condoms were discussed as
a possible option, but in only 18% were they
recommended as a barrier method to use
while awaiting the injectable; thus, in a net
of 64% of visits (82%–18%) providers dis-
cussed condoms in considerable detail in
the context of general options. Yet simulat-
ed clients were clearly not interested in this
generalized information on condoms, and
p roviders might have easily learned about
clients’ method pre f e rences by asking about
the attitudes of their partners who were un-
willing to use them.

In 26% of cases, more o v e r, providers pre-
sented the option of female sterilization to
a client who would not be receptive to it.
Had providers asked clients about their re-
p roductive intentions (only 7% asked the
woman if she wanted more children), they
might have excluded this option from dis-
cussion and put the consultation time to
m o re effective use. In their discussions of
potential options, 6% of providers talked
about no method or just one, 10% men-
tioned 2–3 methods, 46% 4–5 methods and
37% 6–7 methods (not shown).

On the other hand, while 74% of
p roviders excluded female sterilization
f rom their discussion of methods, they did
so using criteria that had nothing to do
with the client’s desires, since they had not
asked about the client’s re p roductive in-
tentions, including what she considere d
to be her ideal family size. We assume that
p roviders concluded that sterilization was
the wrong option simply because the client
was young, was free of re p roductive risk
and had not reached her ideal family size.

Areas of Information Conveyed
The first column in Table 2 p resents the av-
erage frequencies with which pro v i d e r s
a d d ressed the items in each of the eight

hand, has a very low alpha, indicating that
asking a single general question (e.g.,
about the client’s age) did not pre d i c t
whether any additional questions would
also be asked (e.g., about the client’s re-
productive intentions). 

Total Information Score
Out of a maximum score of all 46 items
checked, and a minimum of 0, the aver-
age total score was 19.2. The high internal
consistency of this score—an alpha value
of .84—indicates that high-achieving
p roviders consistently performed most of
the expected information-exchange be-
haviors, average-achieving providers con-
sistently performed a median number,
and low-performing ones consistently
performed only a few. The total score was
normally distributed (Kolgomoro v -
Smirnov Z=.845, p<.48, two-tailed test).

The Pearson correlation between ses-
sion length in minutes and the total in-
formation-exchange score was .31 (p<.001,
two-tailed test). Yet, the distribution of the
raw session-length data was positively
skewed (Kolgomorov-Smirnov Z=1.938,
p<.001, two-tailed test), which demands
a closer look. F i g u re 1 (page 32) depicts the
mean information-exchange score at each
of four durations of counseling. We de-
fined the time duration categories to re-
flect how the numbers of cases clustered
a round specific time intervals: 2–8 min-
utes (N=22), 9–14 minutes (N=31), 15–20
minutes (N=38) and 21–45 minutes
(N=23).

In those counseling sessions that last-
ed only 2–8 minutes, providers achieved
just 30% of the total possible performance
s c o re (13.6 points out of 46.0). During ses-
sions lasting 9–14 minutes, this perc e n t-
age of the maximum score increased sig-
nificantly (Mann-Whitney’s nonpara-
metric test, U=153.5, p<.001, two-tailed),
by 43%, to reach a score of 19.4.

Further increases in duration were as-

Ta ble 2. Mean perc e n t age of items on which information was 
ex ch a n ged for each content area, correlation between summed
item scores per area and session length in minutes, and internal
consistency for each area

Content area % Corre- Consis-
lation tency

General questions/offer of exam (7 items) 56 .09 .12
Offer of method options (8 items) 72 .33* .76
DMPA use instructions (4 items) 53 .27* .26
DMPA mechanisms of action (2 items) 23 .10 .44
DMPA contraindications (6 items) 13 .04 .41
DMPA side effects/warning signs (6 items) 45 .13 .55
Barrier method instructions (9 items) 30 .19* .87
Follow-up assessment (4 items) 16 .26* .23

*p<.05 (two-tailed test). Notes: Correlation is measured using Pearson correlations. Consis-
tency is measured using Cronbach’s alpha.


